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Abstract
Background:  Inequality in health and health care services is an important policy issue
internationally as well as in the UK, and is closely linked to socio-economic deprivation, which in
Scotland is concentrated in and around Glasgow. Patients views on primary care in deprived areas
are not well documented. In the present study we explore the views of patients living in a high
deprivation area on the quality of consultations in general practice.
Methods: Qualitative focus group study set in an area of high socio-economic deprivation in a
large peripheral housing estate in Glasgow, Scotland. 11 focus groups were conducted; 8 with local
community groups and 3 with other local residents. In total 72 patients took part. Grounded
theory was used to analyse the data.
Results: Patients' perceptions of the quality of the consultation with GPs consisted of two broad,
inter-relating themes; (1) the GPs' competence, and (2) the GPs empathy or ' caring'. Competence
was often assumed but many factors coloured this assumption, in particular whether patients had
experienced (directly or indirectly with a close family member) 'successful' outcomes with that
doctor previously or not. 'Caring' related to patients feeling (a) listened to by the doctor and being
able to talk; (b) valued as an individual by the doctor (c) that the doctor understood 'the bigger
picture', and (d) the doctors' explanations were clear and understandable.
Relational continuity of care (being able to see the same GP and having a good relationship), and
having sufficient time in the consultation were closely linked with perceptions of consultation
quality.
Conclusion: Patients from deprived areas want holistic GPs who understand the realities of life in
such areas and whom they can trust as both competent and genuinely caring. Without this, they
may judge doctors as socially distant and emotionally detached. Relational continuity, empathy and
sufficient time in consultations are key factors in achieving this.
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Background
Quality in general practice and primary care can be con-
ceptualised in a variety of ways, but a defining philosophy
has been a holistic approach to care, and the centrality of
the consultation and the doctor-patient relationship to
this [1,2]. However, the recent quality agenda in general
practice and primary care has focused more on access and
bio-medical aspects of care than on relational aspects
[3,4] and it has even been suggested that too strong a
focus on the doctor-patient relationship may actually
hinder quality improvement [5]. This philosophical 'drift'
from the core importance of the consultation in general
practice appears to be discordant with the views of 'rank
and file' GPs; a recent survey of all GP Principals in Scot-
land showed continuing wide-spread support for holistic
primary care, and frustration at a system which appears to
discourage such a priority [6].
Inequality in health and in the provision and quality of
health care services is a key policy issue internationally
[7], in the UK as a whole [8], and in Scotland in particular
[9,10]. Inequalities in health and health care are both
closely linked to socio-economic deprivation [11], which
in Scotland is concentrated in the west, especially in and
around Glasgow [12]. In such areas of high deprivation,
the concentration of health and social problems within
families and the concentration of such families within
practices result in levels of need and demand which place
substantial and continuous pressures on primary health
care teams. In such areas, primary care is often character-
ised by higher consultation rates, shorter consultation
times and a larger list of problems to address within the
consultation [13] and GPs report limiting influences of
time [6] and stress [6,13].
Given the current political focus on inequalities in health
care, there is a surprising lack of research on patients'
views on the definition and determinants of consultation
quality in the more deprived communities. In the present
study we report these views, based on a qualitative inves-
tigation in an area of high deprivation in Glasgow.
Methods
The analysis and results presented here are part of a wider
action research project that aimed to improve the quality
of healthcare services in a deprived area through participa-
tion with the local communities. Full details of the full
study are being reported in a separate paper (Cawston P et
al, submitted for publication). Ethical approval was
obtained for the study from Greater Glasgow Primary
Care Trust Research Ethics Committee and all participants
gave their informed consent. The study was led by a part-
time clinical academic (PC) as part of a masters degree in
primary care. He was supervised by a senior non-clinical
academic with expertise in qualitative research and focus
groups. Four local residents were also an active part of the
research team. The study was set in the locality served by
a 'Local Health Care Co-operative', a small primary care
organisation (PCO) in a peripheral housing estate in Glas-
gow, Scotland. The area covers a population of 22,700
people who are recorded as having high levels of socio-
economic deprivation. The majority (53%) of people reg-
istered with the PCO are classified as being in the highest
deprivation category in Scotland (DEPCAT 7) and all the
practices within the local health centre are in the upper
quintile of deprivation (based on mean patient depriva-
tion score) within the health board area (Greater Glasgow
and Clyde) (D.Mackay, University of Glasgow, personal
communication). Standardised mortality in the area is
considerably higher than the national average. PC also
works as a part-time GP in the locality.
Data included in the present analysis was collected
through eleven focus groups in which 72 people took part
in total. The ages ranged from 16 to 80, and the majority
(61%) of participants were women. In order to obtain a
variety of perceptions and opinions on the topic, the par-
ticipants were recruited from different community groups,
including youth groups, groups for the elderly, men's
groups, parents' groups, and other community groups, as
shown in Table 1.
The 8 community groups were directly invited to partici-
pate in the focus groups and they invited members of their
group to attend on an open basis (anyone who wanted to
attend could do so). The 3 groups in the community cen-
tre (15 people in total) were recruited via a questionnaire
in the local shopping centre and in the waiting rooms of
the local health centre. Details of the questionnaire study
(part of a the larger action research project) is being
reported elsewhere (Cawston P et al, submitted for publi-
cation).
Eight focus groups were held with a variety of community
groups and three in a community centre with local resi-
dents. The level of contact the participants had had with
the primary health care services varied widely.
Focus groups are an established method for accessing per-
sonal experiences and encouraging people who feel they
have little to say to formulate views through interaction
with others. The aim of the focus groups was to permit a
more in-depth exploration of issues and give those taking
part a greater sense of personal contact with the project,
possibly encouraging them to become personally
involved with taking action over the subjects raised in the
groups. The academic general practitioner and one of the
local residents in the study group facilitated the focus
groups together. Discussion was provoked by reference to
a popular television medical drama. Five basic questionsBMC Family Practice 2007, 8:22 http://www.biomedcentral.com/1471-2296/8/22
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were used in all focus groups to provided a structure, but
participants were encouraged to explore these and other
issues that emerged in greater depth using personal expe-
riences and by entering into discussion with others in the
focus group. They were asked to evaluate their experi-
ences, develop criticisms and explore what would be a
good service.
(1) What's been a good experience of getting help with
health problems?
(2) What's been a bad experience?
(3) What would you like to have been different?
(4) How do you think the health services which you
receive could be improved?
(5) What sorts of things do you think would most
improve the lives of people living in your local commu-
nity?
The focus groups were audio recorded, transcribed verba-
tim. Computer software (NVIVO) was used in order to
facilitate the analysis. All text was coded. However, for the
purpose of this paper we report on views expressed about
consultations with general practitioners (which formed a
large part of the discussion in all groups).
Analysis
A grounded theory approach was followed for the analysis
[14]. Grounded theory is an emergent method, which
seeks to find theory implicit in the data collected. Like
action research itself, it seeks to understand a situation
from 'the ground up' rather than starting with a pre-set
hypothesis). Thus the initial data analysis of the partici-
pants' statements regarding the clinical encounter was
inductive, and no categories were specified in advance.
Based on careful reading and re-reading, the preliminary
coding and categorization of the data was done independ-
ently by all three researchers on different focus group tran-
scripts. Ideas about emergent themes were also recorded
by all three independently ('memoing'). The extent to
which the categories and emergent theories identified by
the researchers corresponded was discussed and the
emerging codes and theories were repeatedly discussed
and refined through regular weekly meetings of the three
researchers over a period of 3 months. The process of this
utilised the constant comparative method – initially com-
paring data sets between focus groups, later comparing
data with emergent theories. Issues were framed or given
greater complexity to take into account contrasting views
developed in the focus groups, thus providing a 'third
order' analysis of the findings.
The second part of the analysis was more deductive,
guided by the emergence during the first part of the anal-
ysis of two key factors (continuity of care and length of
consultations) which appeared to be closely linked which
the major themes identified regarding views on consulta-
tion quality. Thus our aim was to test the emergent theo-
retical proposition that these two factors in particular
were direct importance to the core themes around quality
of consultation. The interactions between (a) the catego-
ries concerning patients views on quality in the consulta-
tion and (b) the 'structural' factors of time and continuity
of care was then further examined in two ways. Firstly,
with the help of NVIVO's search option, we assessed the
data for overlaps between each of the categories of the
encounter and each of the two structural factors (that is,
we searched for examples of when data had been double
or triple-coded) comparing this with a third factor
Table 1: Details of Focus Groups
List of Focus Groups Held
Focus Groups Number attending
Community Health Project (health volunteers) 7
Community group -people with disabilities 7
Community group – elderly 9
Mental Health community group 6
Family Learning Centre/Child Health/parent Group 6
Men's Group (alcohol problems) 9
Community centre (1) 6
Community centre (2) 4
Community centre (3) 5
Youth Group (younger teenagers) 5
Community Project (older teenagers) 8
Total 72BMC Family Practice 2007, 8:22 http://www.biomedcentral.com/1471-2296/8/22
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(access) which had emerged as a category, but did not
appear to be closely linked to views on the consultation
itself. In order to take into account the wider context in
which the categories were grounded, we also took a prox-
imity search that included the preceding and following
five lines of the core codes about consultation quality.
Finally, all transcripts were re-read in full order to check
that all interactions were included (i.e., we thoroughly
searched the data again for evidence that would confirm
or disconfirm the emerging theories. Throughout the
study, we used path diagrams in order to visualise and
develop the relationships between the emerging catego-
ries and emerging hypothesis.
Results
Two core, inter-related themes emerged regarding
patients' views of quality of consultation with GPs. These
concerned perceptions of (1) the perceived competence of
the doctor, and (2) the doctors' empathic concern.
Competence
This theme included references to the doctor's technical
competence, including medical skills, knowledge, and
training. However, perceptions of competence were also
influenced by the patients' 'image' of the doctor as an
individual, including appearance and mannerisms. In
general, patients assumed that doctors were technically
competent, seeing them as 'medical experts'. This was
especially the case among the elderly patient group;
"you say well he must know best, so everybody takes it that he
does know best" (focus group B).
Treatment and health outcomes
Patients' confidence in the doctor's competence was
affected by prior experiences (or the experiences of other
family members) with that doctor, and the effect they felt
this had on their health outcomes and/or the treatment
they received. Their perception of the doctors' competence
was thus heavily reinforced by successful outcomes in the
past;
"I'll give you a classic example. I had bother with my bowels
and they're back to normal now, and that's thanks to the doctor,
who came and gave me medicines and that" (both focus group
C).
"...luckily enough the doctor came out and spotted this and got
him emergency into the hospital straight away, and my dad
used to say, thank you, thank you, you saved my life, if it wasn't
for you I'd probably be dead, so I mean she is good" focus group
F).
Conversely, the doctor's competence would be ques-
tioned when experiencing an apparently inaccurate diag-
nosis, lack of examination, and/or treatments which did
not result in improved heath outcomes. In these instances
patients would often be critical, more specifically placing
judgements on the doctor's medical skills, knowledge,
education, appearance or mannerism;
"The doctor is just like a wee boy out of college, he was just a
daft wee boy, and then the guy was like oh aye your chest is bad,
my mum ended up having to get an ambulance and going up to
the hospital" (focus group F).
"Aye, I went down once and I had pure bellyaches and all that,
and I went down and they said it was just a bug. And then two
weeks later I had to the doctor out and got took into hospital.
My appendix burst and I was in hospital for two weeks.... that
could have been prevented if they examined us better" (focus
group L).
Patients' input on understanding of symptoms
At other times the competence of the doctor was judged
on how seriously he or she took patients' own under-
standing of their symptoms, which were based on having
had similar health complaints in the past or in relation to
their children:
"...I say I mean if you're there with that kid all the time you
know that that's not normal for that kid so it might just be a
wee silly symptom that you're seeing but you know that's not
them so if you go to see a doctor they should take that on board
that you know you might not be trained as a doctor but you do
know your own kids" (focus group A).
Clearly there is considerable overlap between views on
competence and views on the doctors' empathic concern
and caring, which are further elucidated below.
Empathic concern
Patients emphasised the importance of 'genuine' relation-
ships with GPs. Patients perceptions of the 'approachabil-
ity' of individual GPs had a powerful influence on the ease
with which they felt they could talk to them. Being
friendly and approachable however did not mean avoid-
ing straight talking, which was seen as an important part
of being "genuine". This was closely related to the idea of
a "positive attitude" in which the doctor contributed
energy, enthusiasm and a clear direction to a situation
which otherwise appeared bleak and hopeless. Whether
plain speaking was interpreted positively however
depended on the context in which it took place. Without
'respect' – the direct approach simply belittled the patient.
Specific attributes involved (a) feeling listened to by the
doctor and feeling able to talk; (b) feeling cared for and
valued as an individual (c) feeling the doctor understoodBMC Family Practice 2007, 8:22 http://www.biomedcentral.com/1471-2296/8/22
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the 'bigger picture' (d) having, and being able to under-
stand, explanations. These are further described below;
Being listened to/being able to talk
As indicated above, patients described the ability to talk to
the doctor and explain their health concerns as being
dependent on the doctors 'approachability' – whether or
not they felt the doctor was able and willing to take the
time to listen and really pay attention;
"I've got Dr X and Dr Y and the two of them have got totally
different attitudes when it comes to talking to you, Dr X will
take the time and listen to you... (focus group D)."
Being treated as an individual
This theme related particularly to the feeling of being
respected as an individual as opposed to being 'treated as
a number':
"And going away they forget about you most of the time I think
as soon as you walk out of that door" (focus group A)
"your body's just a machine to them"(focus group B).
This also related to perceptions of the doctors' sensitivity
(or lack of sensitivity) towards the patient, and non-judg-
mental (or prejudicial) attitude;
"When I go in to see my doctor, I want him to see me, the per-
son, not a bottle of methadone, I'm not that, I'm a person that's
got needs and everything like every body else, because I'm on
methadone, I just don't get treated properly (focus group I)
Understanding the 'bigger picture'
This theme related to a strong desire by patients to tell
their 'story' in the consultation, and to feel that the GP
genuinely understood the 'bigger picture' in relation to
their wider environment, such as family issues, poverty,
and community problems.
Many patients felt that because the GPs did not live or
socialise in the area, they could therefore not really under-
stand "the sort of life that people in Drumchapel are actu-
ally living". For example, advice on 'healthy living' was
often regarded as failing to adequately take into account
the realities of daily life in the area. The many examples
given of 'social distance' included GPs lack of awareness of
limited local shopping facilities, public transport issues,
difficult choices on low incomes, and the effects of poor
housing, conflicting family demands, fear of violence, and
social isolation.
Having explanations/being able to understand
This theme referred to explanations and information
given by GPs. Patients described the need for more expla-
nation in a way they could understand. Patients often felt
that GPs "just prescribe" without clear explanations of how
to use the medication, the potential side effects, or why a
certain treatment is given. Alternative ways of gaining
such information included going to see the practice nurse
in the health centre, attending a support groups, or look-
ing up medical books. In all groups there was a desire for
more information, but this did not necessarily reflect a
desire for participation in decision making. Younger
patients, such as parents of children with medical prob-
lems were more eager to participate in 'shared-decision
making'. However, in general it was a lack of clear expla-
nations that resulted in confusion and stress, whereas
understandable explanations could result in better con-
cordance;
"...I'm kind of afraid to take tablets and I not one of these, you
know a pill taker, you know if I have to take them, but I remem-
ber that once she explained what these tablets would do and
that you have to take them, you don't want to take a stroke..."
(focus group B).
"... some of them make you feel inadequate, you know you're
getting old and you're getting senile and you're not able to take
things in, I mean sometimes you feel that way, you feel as if och
I'll just lift my bag and jacket and go" (focus group B).
'Structural' factors – continuity, consultation 
length, and access
Consultation length and continuity of care emerged as the
two key 'structural' factors that were intimately associated
with patients accounts of quality reported above. Both
influenced and overlapped with views on competence and
on caring in all focus groups.
Continuity
Seeing the same doctor over time was generally seen as the
basis of the 'genuine relationship' which patients sought.
It enabled them to be able to express their concerns, feel
valued, and trust the doctor's expertise, because of the
doctor's knowledge, awareness and understanding of their
condition and situation. However, simply seeing the same
doctor over time was not in itself a guarantee of such a
therapeutic relationship. Such temporal continuity was
seen in negative terms if the GP was felt not to genuinely
engage with patients and their problems. For some of the
younger patients, the idea of seeing the same doctor too
frequently fed beliefs that the doctor could becomes com-
placent or 'bored' with their problems, resulting in missed
diagnosis or simply feeling that their concerns were no
longer being taken seriously.
"it isn't like they take the time and listen to what you say, it's
just like, he's here again the same complaint, get him out the
door" (focus group F).BMC Family Practice 2007, 8:22 http://www.biomedcentral.com/1471-2296/8/22
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By seeing different doctors, such patients felt they were in
a better the position to compare doctors against each
other and thus reach a judgement about quality of care.
However, patients who knew their doctor well, and had a
good relationship with their doctor (more often but not
exclusively those with chronic conditions) deeply valued
this structure, and were unhappy about having to see dif-
ferent doctor, because of problems in the availability of
their 'own' doctor.
Time available in the consultation
The theme of the doctor 'taking time' (or perhaps more
accurately 'giving' time) was a strong one and related to
both views on competence and on caring; due to the per-
ception of time being 'precious' and the doctor being a
'busy person', experiences of the doctor 'taking the time'
led to feelings of being valued as an individual and care
about. Lack of time was frequently seen as a major limita-
tion on the quality of the consultation. Moreover, with
consultations being perceived as 'rushed', the time pres-
sure added to feelings of stress in patients in the sense of
taking up the doctor's valuable time, not having time to
express all concerns, or even forgetting some of the rea-
sons for attending;
"The present doctor's system you're in the door and out of the
door as quick as possible... the doctor's at the door before you've
even got your jacket on... and you're "I forgot about that" but
you're out the door." (focus group A)
"your just a number and you just go in and go back out and
that's it, if I've ever been in a doctor's surgery any more than 5
minutes I'm like totally shocked and that includes for me and
the children, know what I mean I just feel as if you get shoved
in and shoved back out again." (focus group F)
"You feel as if you're taking up his time...that makes you feel
under pressure" (focus group B);
"...at your own GP there's... the file... before you're... and
you're "I forgot about that" but you're out the door" (focus
group A).
However, one person felt that out that spending 'too
much time' with the doctor could be also be anxiety pro-
voking, perceiving this as meaning that the doctor
thought there was something "seriously wrong".
"Doctors always seem to be under pressure for time to get as
many patients in as possible. The average consultation down at
the health centre in my experience is five, seven minutes and
that's a long time. They all know if you're in longer than that
then it's something serious you know." (focus group B)
Access
The different ways within which an appointment was
obtained was discussed across the focus groups, for exam-
ple, how the number of days waiting for an appointment
varied due to the different systems used in different health
centres. However, no clear theoretical link was found
between waiting time to get an appointment and the expe-
rience of the clinical encounter itself. In contrast to conti-
nuity and consultation length, there was little overlap
between access and consultation quality themes in the
narratives and discussion sequences in the transcripts of
the focus groups. This does not mean that access was not
an important issue to patients – rather it was not concep-
tually linked to the consultation itself, which was the
focus of the present analysis.
Waiting for an appointment to see the doctor, as well as
waiting in the waiting room were often simply seen as
being part of the experience of going to the doctor. For a
few participants, waiting a long time in the waiting room
(if the doctor was running late) influenced the consulta-
tion in a negative way by the build up of stress and anxiety
(e.g., feeling uncomfortable in a crowded space, being
seen by others, being 'publically' asked personal questions
by the receptionists, or being a parents and trying to keep
children under control.
Discussion and conclusion
The present study has shown that patients living in a high
deprivation area in the UK view quality of consultation in
general practice as relating both the GPs' competence, and
the GPs empathic caring. Knowing a specific GP and being
able to see that GP, and the amount of time available in
the consultation were recurrent issues that were deeply
intertwined with the two key themes of competence and
caring.
Strengths and weaknesses
A key strength of the present study was that it was carried
out in an area of extreme socio-economic deprivation,
and as such represents one of very few qualitative studies
done in such a setting. It took a community approach to
sampling, and thus the voices of a diverse range of com-
munity members were heard, including 'hard to reach'
groups such as young men. It was a large sample for a
qualitative study, and we are confident that 'saturation'
was reached in terms of themes and viewpoints.
An obvious weakness was that the study did not include
the 'opposite' socio-economic group, i.e., patients from an
affluent area, and thus a comparative analysis was not
possible. Secondly, the choice of focus groups as the
enquiry arena may have inhibited some individual partic-
ipants from voicing issues or concerns that may have
become apparent in individual one to one interviews.BMC Family Practice 2007, 8:22 http://www.biomedcentral.com/1471-2296/8/22
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Thirdly, only one high deprivation area in Glasgow was
sampled. The views of patients of different ethnic origins
were not included, as all participants were white Cauca-
sians. Fourthly, the focus groups were conducted by PC, a
part-tem academic GP who works in the locality. Clearly
this may have influenced what patients felt they could say
and how they stated their views, but we were aware of this
possibility throughout the project, and in the analysis and
took a reflective approach with this in mind. One of the
researchers, AB, had no involvement in the project prior
to the analysis, and as a non-clinician with experience in
qualitative methods her contribution to the analysis and
the discussions concerning the analysis also helped to bal-
ance ant pre-conceptions held by PC and SM, both aca-
demic GPs.
Relationship with other studies
Deprivation and consultation quality
As far as we are aware, the present study is the first quali-
tative study of the views of patients living in a deprived
area on consultation quality in general practice in the UK.
However, two qualitative studies from the USA support
the findings in the present study. In the first, trust in phy-
sicians by low-income female patients was found to be
strongly related to continuity, communication, and per-
ceptions of caring, and competence [15]. Although we did
not explicitly explore the theme of trust, the parallels with
the above study in terms of the emergent themes are strik-
ing. The second, a study of 60 African Americans with
chronic illness [16], found greater dissatisfaction with
health care amongst low-income patients compare to
middle-income patients, with reports of feeling not lis-
tened to, being treated in a condescending manner, and
concerns being 'brushed off by physicians, and conse-
quently they questioned the physicians competence and
knowledge.
In a quantitative study, socio-economic status differences
between African Americans and healthcare providers
accounted for differences in patients' perceptions of
respect by physicians, and patient satisfaction [17]. The
author attributed part of this to a concept of 'social dis-
tance' between provider and patient. Interestingly, in the
present study similar views on social distance were
expressed, with several patients remarking that GPs,
although working in the community, didn't live in the
community and therefore often couldn't understand the
realities of life in such a high deprivation area. GPs who
provided sufficient time in consultations, were genuinely
empathic, and provided relational continuity were to
some extent 'exempt' from this judgement of social dis-
tance, and were more likely to be regarded as understand-
ing the 'bigger picture'. We speculate that the mechanism
of this may relate to such 'holistic' GPs engaging in the
'life-world' of their patients rather than adhering solely to
'the voice of medicine' [18,19]. Direct observational stud-
ies on the actual consultations in deprived areas are
required to test this hypothesis. Enhancing holistic care in
deprived areas is of course a major challenge, given the
gap that current exists regarding workforce capacity and
population health needs [20], and the future effect on
holism of the privatisation of primary care provision
being rapidly introduced in deprived areas of England
remains to be seen [21].
Doctor-patient relationship
The findings of the present study also relates to a number
of other published qualitative studies on patients' views
on the consultation and the doctor-patient relationship
which have been carried out without a specific focus on
socio-economic deprivation. The meaning of 'personal
care' to patients and health care providers was recently
reported [22], with human communication and individu-
alised care emerging as the most important factors. The
process of creating a relationship with a GP is an active,
dynamic process [23] but the end result – a 'human rela-
tionship with a doctor' -has been found to means 'simple
and obvious things' i.e., that patients want their doctor to
take their symptoms seriously, to listen and/or ask ques-
tions about their symptoms, to treat them as a real person
and not only a patient, and to ask questions about other
things than the disease such as family or work issues [24].
Continuity of care
Several previous qualitative studies have also examined
patients' views on continuity of care, a key 'structural' fac-
tor that emerged in the present study. A recent UK study
found that seeing a known and trusted doctor was espe-
cially important to patients with chronic, complex, and
emotional problems [25]. Other recent research in pri-
mary care in Europe has found that patients base seek
interpersonal continuity of care with a GP in order to have
sense of security based on four core foundations – (1)
coherence (2) confidence in care (3) trusting relationship
and (4) access [26]. Earlier studies confirm the impor-
tance of empathy, relationship, and a sense of partnership
[27,28].
Consultation length
The limited time available in consultations was a second
key 'structural ' factor identified in the present study, and
was deeply inter-twined with patients' views on quality of
consultation. Consultation length is shorter in the UK
than in many other countries [29] and observational stud-
ies indicate that longer consultations are associated with
better quality care [30,31]. Patients in deprived areas often
receive shorter consultations than in more affluent areas
despite higher levels of co-morbidity and psychological
and physical health needs [12,31,32]. Although both GPs
and patients would like more time in consultationsBMC Family Practice 2007, 8:22 http://www.biomedcentral.com/1471-2296/8/22
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[6,33], evidence of improvement in quality of care by
actively providing longer consultations is limited [34].
Clearly this is an area which requires further research, as
the provision of longer consultations has substantial
implications for workload and resources.
Meaning of study – explanation of implications for 
clinicians and policy makers
Health care in the UK is provided largely by the National
Health Service (NHS), with a GP-led Primary care that
deals with almost 90% of NHS activity. In Scotland,
healthcare is a devolved issue, and the management struc-
ture of primary care differs somewhat. At the time the
present study was carried out, primary care was locally
organised in to 'Local Health Care Co-operative', small
primary care organisations under the auspices of regional
health boards. Recently, in an attempt to dovetail com-
munity care, social care, and primary care, LHCCs have
been superseded by Community Health Care Partnerships
(CHCPs) which are larger managerial units within the
health board structure. This has little implications for the
findings of the study, but may have implications for the
way primary care can or cannot respond to patients' views
on quality.
Doctors and patients consistently report empathy and
humanness to be top priorities in their care [35-37]and
the present study confirms the importance to patients of
such values and skills in general practice in deprived areas.
However recent UK and Scottish government policy initi-
atives have placed greater emphasis on rapid access to care
and to patient-choice than on interpersonal, continuous
care. A possible detrimental effect of the new GMS con-
tract on such personal care has also recently been sug-
gested [38].
Given the importance that patients attach to empathic
care, it would seem appropriate to examine ways of meas-
uring it in routine practice. Previous work by one of the
authors (SWM) has led to the development and validation
of the Consultation and Relational Empathy (CARE)
Measure [39,40] which appears to capture the main
themes of importance to patients in deprived and non-
deprived areas. The CARE Measure is currently being used
for GP Appraisal and for patient feedback of GPs in train-
ing, as part of workplace-based assessment under the aus-
pices of the Post-Graduate Medical Education Training
Board (PMETB) of the UK. It has been suggested that a
combination of the CARE Measure with other measures of
consultation quality may be useful in the evaluation and
reward of GPs [41]. Recent research using these tools in
general practice in deprived and affluent areas has shown
links between empathy, patient enablement, time, and
personal continuity of care [41]. Larger quantitative stud-
ies are required to delineate the importance of these fac-
tors in health outcomes and use of services in deprived
and other areas, but the results of the present qualitative
study would suggest that long-term commitment, genuine
engagement and personal continuity of care, together
with sufficient time in consultations, are pre-requisites for
high quality holistic general practice in areas of high dep-
rivation. However, in such areas of high deprivation, GPs
report more stress [6,13] – with implications for burn-out
and retention – and find it harder to provide the sort of
personal care patients seek, due to the competing
demands of access, co-morbidity, time, and workload.
With the continuing existence of the inverse care law [12]
– which the new GMS contract for GPs appears to be per-
petuating [42] – it is hard to see how GPs in deprived areas
can be expected to 'raise their game' further, without sub-
stantial redistribution of support and resource. However,
recent the policy commitment to reduce inequalities in
health through 'anticipatory care' in primary care in Scot-
land is an important step [10]. Evaluation of any new ini-
tiatives should, in our view, include measures of
consultation quality from the patients' perspective
[40,41].
Unanswered questions and future research
Interestingly, there was very little explicit reference in the
patients' narratives in the present study to 'shared decision
making' – despite this being high on the research and pol-
icy agenda in the UK [44]. It may be that patients in
deprived areas don't want or expect to share in decisions
about their health care, or that they don't experience it
and therefore it is not part of their expectations [43,44].
Further research is required on the issue of patient partic-
ipation in deprived areas and relationship to outcomes,
given the focus on self-care and self-management of
chronic disease [45].
Competing interests
The author(s) declare that they have no competing inter-
ests.
Authors' contributions
SM will act as guarantor for the study. PC conceived and
designed the study, helped collect data, and carried out an
initial analysis and interpretation of the data. He assisted
in the secondary analysis of the data. AB carried out the
secondary analysis of the data and helped in interpreta-
tion of the data. She also helped revised the first draft. SM
discussed the conception, helped in the secondary analy-
sis and interpretation of the data, revised several versions
of the manuscript, and also gave critical intellectual input
into this process. All authors read and approved the final
manuscript.
Acknowledgements
We would like to tank Professor Rosaline S Barbour, University of Dundee, 
for her support in the wider project and for helpful comments on the man-BMC Family Practice 2007, 8:22 http://www.biomedcentral.com/1471-2296/8/22
Page 9 of 9
(page number not for citation purposes)
uscript. SWM is supported by a Primary Care Research Career Award 
from the Chief Scientist Office, Scottish Executive. The study was funded 
by Greater Glasgow Primary Care Trust
References
1. Stewart M, Brown JB, Weston WW, McWhinney IR, McWilliam CL,
Freeman TR: Patient-centred Medicine. Transforming the
Clinical Method.  Thousand Oak (CA): Sage; 1995. 
2. Borrell-Carrio F, Suchman AL, Epstein RM: The biopsychosocial
model 25 years later: principals, practice, and scientific
inquiry.  Ann Fam Med 2004, 2:576-582.
3. Roberts C: 'Only connect': the centrality of doctor-patient
relationships in primary care.  Fam Pract 2004, 21:232-233.
4. Howie JGR, Heaney D, Maxwell M: Quality, core values and gen-
eral practice consultation: issues of definition, measurement
and delivery.  Fam Pract 2004, 21:458-468.
5. Chew-Graham CA, May CR, Roland MO: The harmful conse-
quences of elevating the doctor-patient relationship to be a
primary goal of the general practice consultation.  Fam Pract
2004, 21:229-231.
6. Hasegawa H, Reilly D, Mercer SW, Bikker AP: Holism in primary
care: the views of Scotland's general practitioners.  Primary
Health Care Research and Development 2005, 6:246-254.
7. WHO: Targets for health for all.  Copenhagen: WHO; 1985. 
8. Acheson D: Independent enquiry into inequalities in health.
London: Stationery Office; 1998. 
9. Scottish Executive Health Department. Fair shares for all.
Report of the National Review of Resource Allocation for the
NHS in Scotland.  Edinburgh: The Stationary Office; 1999. 
10. Scottish Executive  Delivering for Health 2005 [http://www.scot
land.gov.uk].
11. Hart JT: The inverse care law.  Lancet 1971, 1:405-412.
12. Watt G: The inverse care law today.  Lancet 2002, 360:252-253.
13. McKinstry B, Porter M, Wrate R, Elton R, Shaw J: The MAGPI
(Morale Assessment in General Practice Index): A new way
for doctors to self-assess their morale.  Education for Primary Care
2004, 15:231-242.
14. Glaser BG, Strauss AL: The discovery of grounded theory.  Chi-
cago: Aldine; 1967. 
15. Sheppard VB, Zambra RE, O'Malley AS: Providing health care to
low-income women: a matter of trust.  Fam Pract 2004,
21:484-491.
16. Becker G, Newsom E: Socioeconomic status and dissatisfaction
with health care among chronically ill African Americans.
Am J Public Health 2003, 93:742-748.
17. Malat J: Social distance and patients' ratings of healthcare pro-
viders.  J Health and Social Behaviour 2001, 42:360-372.
18. Barry CA, Stevenson FA, Britten N, Barber N, Bradley CP: Giving
voice to the lifeworld. More humane, more effective medical
care? A qualitative study of doctor-patient communication
in general practice.  Soc Sci Med 2001, 53:487-505.
19. Mishler EG: The discourse of medicine: dialectics of medical
interviews.  Ablex Publishing; 1998. 
20. Mackay D, Sutton M, Watt G: Deprivation and volunteering by
general practices: cross-sectional analysis of a national pri-
mary care system.  BMJ 2005, 331:1449-1451.
21. Pollock A, Price D: Privatising primary care.  BJGP 2006,
56:565-567.
22. Tarrant C, Windridge K, Boulton M, Baker R, Freeman G: Qualita-
tive study of the meaning of personal care in general prac-
tice.  BMJ 2003, 326:1-8.
23. Gore J, Ogden J: Developing, validating and consolidating the
doctor-patient relationship: The patients' views of a dynamic
process.  BJGP 1998, 48:1391-1394.
24. Arborelius E, Bremberg S: What does a human relationship with
the doctor mean?  Scan J Prim Health Care 1992, 10:163-169.
25. Guthrie B, Wyke S: Personal continuity and access in UK gen-
eral practice: a qualitative study of general practitioners' and
patients' perceptions of when and how they matter.  BMC Fam
Pract 2006, 7:. 11. doi:10.1186/1471-2296-7-11
26. Von Bultzingslowen I, Eliasson G, Sarvimaki A, Mattson B, Hjortdahl
P:  Patients' views on interpersonal continuity in primary
care: a sense of security based on four core foundations.  Fam
Pract 2006, 23:210-219.
27. Gabel JJ, Lucas JB, Westbury RC: Why do patients continue to
see the same physician?  Fam Pract Res J 1993, 13:1333-1347.
28. Roberge D, Beaulieu M-D, Haddad S, Lebeau R, Pineault R: Loyalty
to the regular care provider: patients' and physicians' views.
Fam Pract 2001, 18:53-59.
29. Deveugele M, Derese A, van den Brink-Muinen A, Bensing J, De Maes-
eneer J: Consultation length in general practice: cross-sec-
tional study in six European countries.  BMJ 2002, 325:472-474.
30. Campbell SM, Hann M, Hacker J, Burns L, Oliver D, Thaper A, Mead
N, Gelb Sa fra n D, Roland MO: Identifying predictors of high
quality care in English General Pracice: observational study.
BMJ 2001, 323:784-789.
31. Freeman GK, Horder JP, Howie JGR, Pali Hungin A, Hill AP, Shah NC,
Wilson A: Evolving general practice consultation in Britain:
issues of length and context.  BMJ 2002, 324:880-882.
32. Stirling M, Wilson P, McConnachie A: Deprivation, psychological
distress, and consultation length in general practice.  BJGP
2001, 51:456-460.
33. Furler JS, Harris E, Chondros P, Powell davies PG, Harris MF, Young
DY: The inverse care law revisited: impact of disadvantaged
location on accessing longer GP consultation times.  Med J
Australia 2002, 177:80-83.
34. Wilson AD, Childs S: Effects of interventions aimed at changing
the length of primary care physicians' consultation.  The
Cochrane Database of Systematic Reviews 2006, 1:. Art.No.:
CD003540.DOI:10.1002/14651858.CD003540.pub.2
35. Fairhurst K, May C: What general practitioners find satisfying
in their work: implications for health care system reform.
Ann Fam Med 2006, 4:500-505.
36. Mercer SW, Reynolds W: Empathy and quality of care.  BJGP
2002, 52(Supplement):S9-S12.
37. Wensing M, Jung HP, Mainz J, Olesen F, Grol R: A systematic
review of the literature on patient priorities for general
practice care. Part 1: description of the research domain.  Soc
Sci Med 1998, 47:1573-1588.
38. Freeman G: Up close and personal? Continuing pressure on
the doctor-patient relationship in the QOF era.  BJGP 2006,
56:483-484.
39. Mercer SW, Watt GCM, Maxwell M, Heaney DH: The develop-
ment and preliminary validation of the consultation and
Relational Empathy (CARE) Measure: an empathy-based
consultation process measure.  Fam Pract 2004, 21:699-705.
40. Mercer SW, McConnachie A, Maxwell M, Heaney DH, Watt GCM:
Relevance and performance of the Consultation and Rela-
tional Empathy (CARE) Measure in general practice.  Fam
Pract 2005, 22:328-334.
41. Mercer SW, Howie JGR: CQI-2, a new measure of holistic,
interpersonal care in primary care consultations.  BJGP 2006,
56:262-268.
42. Guthrie B, MacLean G, Sutton M: Workload and reward in the
quality and outcomes framework of the 2004 general prac-
tice contract.  BJGP 2006, 56:836-841.
43. Elwyn G: Idealistic, impractical, impossible? Shared decision
making in the real world.  BJGP 2006, 56:403-404.
44. McKinstry B: Do patients wish to be involved in decision mak-
ing in the consultation? A cross sectional survey with video
vignettes.  BMJ 2000, 321:867-871.
45. Blakeman T, MacDonald W, Bower P, Gately C, Chew-Graham C: A
qualitative study of GPs' attitudes to self-management of
chronic disease.  BJGP 2006, 56:407-414.
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-2296/8/22/prepub